There is increasing recognition of the important role of family members in the ICU and there are four compelling reasons that ICU clinicians should incorporate family members into the provision of critical care. First, critical illness of a loved one has enormous effects on family members of the patient with approximately one-quarter to half of family members of critically ill experiencing significant psychological symptoms, including acute stress, post-traumatic stress, generalized anxiety, and depression both during and after the critical illness of their loved one \[[@CR1]--[@CR3]\]. The combined impact on family members may result in what has been termed "post-intensive care syndrome-family" (PICS-F) \[[@CR3], [@CR4]\]. Importantly, clinician communication behaviors are associated with these psychological symptoms, highlighting the importance of supporting family members during critical illness \[[@CR1]\]. Second, family members are often placed in the position of acting as surrogate decision-makers for critically ill patients and support for and effective communication with family members will facilitate high quality and ethical shared decision-making in the ICU \[[@CR5]\]. In addition, being involved in surrogate decision-making is associated with higher levels of distress among family members and matching family preference for role in decision-making may reduce this stress \[[@CR5], [@CR6]\]. Third, patients often want family members involved in decision-making about their care and most patients with chronic illness report that their family members' perspectives should take precedence over their own advance directives \[[@CR7]\]. Finally, there is some evidence outside the ICU that supporting family members may improve patient outcomes by allowing family to be more effective caregivers \[[@CR3], [@CR8]\]. For all these reasons, high quality family-centered care should be considered a basic skill for ICU clinicians.

A recent clinical practice guideline about family-centered care in the ICU was produced and published the Society of Critical Care Medicine \[[@CR9]\]. These guidelines were developed by an international multidisciplinary team of 29 members with expertise in guideline development, evidence analysis, and family-centered care. Family was defined as individuals identified by the patient to be family (not necessary following a legal or genetic definition) or, in the case of minors or those without decision-making capacity, identified by their surrogates. Furthermore, family-centered care was defined as an approach to healthcare that is respectful of and responsive to individual families' needs and values. The guideline development process was designed according to up-to-date standards for guideline development. Importantly, individuals who had been critically ill in the past and their family members were involved in reviewing the domains for the guidelines, prioritizing the outcomes to be considered, and validating the recommendations of the guidelines committee. The group performed a systematic review of the literature using the methodology of Grading of Recommendations, Assessment, Development and Evaluations (GRADE), which yielded 236 studies that were used to make 23 recommendations. All 23 of the recommendations, however, were graded as weak recommendations, reflecting the relatively low quality of evidence. Of the 23 recommendations, two were based on moderate quality evidence, 12 on low quality evidence, and nine on very low quality evidence. Table [1](#Tab1){ref-type="table"} shows the 14 recommendations based on moderate or low quality evidence, excluding those based on very low quality of evidence.Table 1Recommendations supported by moderate or weak quality of evidenceCategoryRecommendationsQuality of evidence (B = moderate; C = low)Family presence in the ICUFamily members of critically ill patients be offered the option of participating in interdisciplinary team rounds to improve satisfaction with communication and increase family engagementCFamily members of critically ill patients be offered the option of being present during resuscitation efforts, with a staff member assigned to support the familyCFamily supportFamily members of critically ill neonates be offered the option to be taught how to assist with the care of their critically ill neonate to improve parental confidence and competence in their caregiving role and improve parental psychological health during and after the ICU stayBFamily education programs be included as part of clinical care as these programs have demonstrated beneficial effects for family members in the ICU by reducing anxiety, depression, post-traumatic stress, and generalized stress while improving family satisfaction with careCICUs provide family with leaflets that give information about the ICU setting to reduce family member anxiety and stressBICU diaries be implemented in ICUs to reduce family member anxiety, depression, and post-traumatic stressCAmong surrogates of ICU patients who are deemed by a clinician to have a poor prognosis, clinicians use a communication approach, such as the "VALUE" mnemonic (Value family statements, Acknowledge emotions, Listen, Understand the patient as a person, Elicit questions), during family conferences to facilitate clinician--family communicationCCommunication with family membersRoutine interdisciplinary family conferences be used in the ICU to improve family satisfaction with communication and trust in clinicians and to reduce conflict between clinicians and family membersCHealthcare clinicians in the ICU should use structured approaches to communication, such as that included in the "VALUE" mnemonic, when engaging in communication with family members, specifically including active listening, expressions of empathy, and making supportive statements around nonabandonment and decision-making. In addition, we suggest that family members of critically ill patients who are dying be offered a written bereavement brochure to reduce family anxiety, depression, and post-traumatic stress and improve family satisfaction with communicationCUse of specific consultations and ICU team membersProactive palliative care consultation be provided to decrease ICU and hospital length of stay among selected critically ill patients (e.g., advanced dementia, global cerebral ischemia after cardiac arrest, patients with prolonged ICU stay, and patients with subarachnoid hemorrhage requiring mechanical ventilation)CEthics consultation be provided to decrease ICU and hospital length of stay among critically ill patients for whom there is a value-related conflict between clinicians and familyCFamily navigators (care coordinator or communication facilitator) be assigned to families throughout the ICU stay to improve family satisfaction with physician communication, decrease psychological symptoms, and reduce costs of care and length of ICU and hospital stayCOperational and environmental issuesProtocols be implemented to ensure adequate and standardized use of sedation and analgesia during withdrawal of life supportCHospitals implement policies to promote family-centered care in the ICU to improve family experienceC

The five domains that were covered in these guidelines include such important areas as supporting family presence in the ICU; activities that explicitly support family members such as informational leaflets and ICU dairies; strategies to improve communication with family members; use of consultants or ICU team members such as ethics or palliative care consultants or family navigators, psychologists, or social workers; and operational and environmental issues such as ICU policies supporting family-centered care and standardized protocols for withdrawing life support. The guidelines committee also developed tools to enhance implementation of the research highlighted in these guidelines into clinical practice and a gap analysis tool to support translation of recommendations into practice (available at <http://www.sccm.org>).

There are two key take-home messages from these guidelines. First, the level of evidence supporting interventions to improve family-centered care is relatively weak. However, there are important interventions that can be recommended on the basis of the existing evidence. Second, no ICU could simultaneously implement all 14 recommendations supported by moderate or low quality evidence let alone the 23 supported by the guidelines committee. Instead, individual ICUs will need to review the recommendations and evidence, as well as their own processes of care and family-centered outcomes, to decide which interventions make the most sense given their current practice, current outcomes, the interests of the ICU team, and the resources available.

Family-centered care should be considered an important part of high quality care in every ICU. Many of the recommended strategies are based on common sense and can be implemented without significant financial investments or special equipment. However, it is important to note that some randomized trials of "common sense" interventions designed to improve family outcomes---such as a palliative care-led family conference or a condolence letter to family members of patients who died in the ICU from the ICU team---have been associated with increased psychological symptoms among family members \[[@CR10], [@CR11]\]. Furthermore, some changes in clinical practice may carry the risk of increasing clinician burnout \[[@CR12]\], as shown in an Italian pre--post study of extending family visiting hours \[[@CR13]\]. In the future, research is needed to develop and validate more specific and responsive outcomes which can quantify benefits of improving partnerships with families and evaluate interventions designed to improve the diverse domains of family-centered care \[[@CR14]\]. Furthermore, we need more and higher quality evidence to help identify the effective and cost-effective interventions that improve all ICU care, including family-centered care. These recent guidelines document the best available evidence to improve care for the families of critically ill patients and clearly document the need for additional research and quality improvement projects to improve this important aspect of ICU care.
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